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ABSTRACT 
Similar to other developing countries, Zambia is experiencing high rates of both gender-based 
violence (GBV) as well as Human Immunodeficiency Virus/Acquired Immune Deficiency 
Syndrome (HIV/AIDS). Both of these issues present significant public health concerns for the 
country. Research suggests that there is a relationship between the two. Programs addressing one 
or the other of these issues have been implemented in Zambia; however, projects addressing both 
issues are limited in number. Combined programs have been successfully implemented in other 
countries that share characteristics similar to Zambia, so it is likely that this type of program could 
be successfully implemented in Zambia. This paper reviews eight programs addressing HIV, GBV, 
or both that were implemented in Zambia and other countries. Key successful components of those 
programs are identified to inform the design of a potential program in Zambia.  
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1.0  INTRODUCTION 
One of the primary public health focuses worldwide is the Human Immunodeficiency 
Virus/Acquired Immune Deficiency Syndrome (HIV/AIDS). From men who have sex with men 
(MSM) to intravenous drug users, public health officials and healthcare providers the world over 
have been working for years to prevent the transmission of the disease and improve outcomes for 
those affected by it. The “face” of HIV has changed from the 1980s when it was believed to be a 
disease that affected only MSM to a much more diverse one in 2017. We now know that this 
disease exists in all parts of the world, and that it affects men, women, children, and the elderly. 
While there is some disagreement as to the relationship between poverty and HIV prevalence, it is 
clear that developing countries bear a greater burden of this disease than developed countries (1, 
2). Within developing countries, one population in particular is experiencing very high rates of 
HIV infection. Young women, specifically in sub-Saharan Africa, are contracting HIV at high 
rates (3). 
As with many public health issues, it is important to consider factors that may be 
contributing to these high rates of HIV in young women. Not only do sub-Saharan African women 
live in developing countries that are experiencing high rates of HIV, they also live in societies 
where gender-based violence (GBV) is rampant. Data from seven sub-Saharan countries in 2010 
indicated that on average, 44% of women ages 15-49 years old have experienced GBV (4). GBV 
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has been established as a risk factor for HIV for various reasons that change throughout the lifespan 
(5). 
Zambia has suffered from the HIV epidemic since the 1980s when the virus was first 
discovered and the virus continues to cause a large burden of disease in the country. Women in 
Zambia experience HIV at higher rates than their male peers due to multiple factors. First, aspects 
of a woman’s anatomy put her at higher risk of contracting HIV than a man. Second, experiencing 
GBV increases a woman’s risk of contracting HIV as she may not be able to negotiate condom 
use. 
Like their peers in other sub-Saharan countries, women in Zambia are suffering from both 
HIV/AIDS and GBV at high rates (6). A large body of research indicates that exposure to GBV 
amplifies the risk of contracting HIV, and programs in other sub-Saharan African countries 
addressing the two issues together have proven successful in increasing knowledge about GBV, 
decreasing self-reported experiences with GBV, and decreasing HIV/AIDS transmission. A review 
of the literature was completed and eight programs addressing HIV, GBV, or HIV and GBV 
together were identified.  
Based on these programs, two key components were identified as necessary for a successful 
intervention. The first is the involvement and education of boys. Successful programs’ curriculums 
included programming about healthy relationships, gender-equitable attitudes, and GBV for young 
men. The second key component is microfinance education for the girls. Girls’ financial 
dependence on men can be one of the reasons that they enter or stay in abusive relationships. 
Teaching them to be self-confident and financially independent can reduce their chances of being 
involved in an abusive relationship, thus decreasing their chances of contracting HIV as a result of 
GBV.  
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These eight programs and the two key components identified from them will inform the 
design of the program proposed in this paper, entitled “Our Health, Our Responsibility.” The 
intervention will target boys and girls ages 15-24, because this is the age range during which the 
HIV rate begins to become higher for girls than for boys and also because many girls experience 
GBV for the first time before the age of 24. It will take place in 10 villages across Zambia, with 
each village having a girls program and a boys program. One hundred boys and 100 girls will 
participate nationwide.  
Research has shown that GBV is a major risk factor for HIV transmission. Research has 
also shown that it is possible to implement programs that address GBV as an amplifier of HIV 
risk. Countries that share similar characteristics to Zambia have successfully implemented such 
programs and can serve as examples when designing a program for Zambia. It is possible to 
implement such a program in Zambia and could contribute to the reduction of HIV/AIDS and GBV 
rates.    
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2.0  BACKGROUND 
2.1 HIV/AIDS  
HIV/AIDS has had a profound impact on the health and economies of societies worldwide since 
the 1980s, when HIV was first discovered. While the virus itself will infect any host, social and 
structural factors create contexts such that certain populations have experienced significantly 
higher rates compared to others. The first case of AIDS was diagnosed in 1981 and by 1985 17,000 
cases had been reported worldwide (7). AIDS was first seen in men who had sex with men (MSM) 
in the United States (8). Scientists began working to isolate the virus that caused this disease, which 
had not been seen previously (8). When the disease was first discovered, it was primarily focused 
among MSM, so it was thought to be a disease that only they could contract; however, within a 
few years of discovery it began appearing in hemophiliacs, intravenous drug users, and 
heterosexual people, including in Africa (8). Within four years of the discovery of AIDS, it was 
found in all regions of the world (8). Thus started the world-wide pandemic that persists today.  
HIV is a virus that attacks the body’s immune system by destroying the CD4 cells, leaving 
the body at higher risk of contracting other serious illnesses and unable to fight off the infections. 
If left untreated, HIV leads to AIDS, which happens when the body’s immune system is so depleted 
that it is no longer able to fight off infections. The most common illnesses contracted by HIV 
positive patients, particularly in developing countries, are tuberculosis, hepatitis B, Cryptococcus, 
and malaria (9). Therefore, patients do not die from HIV itself, instead they die from the 
cumulative effect of the coinfections. As the scope of the disease became more apparent, so too 
did the modes of transmission. Although it was originally speculated that only MSM could contract 
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HIV (and consequently develop AIDS), as research progressed it became apparent that the virus 
could be transmitted through blood, semen, vaginal fluids, and breastmilk (8).  
2.2 GENDER BASED VIOLENCE 
GBV is a widespread public health issue and a concern for women across the globe. According to 
the World Health Organization (WHO), approximately 35% of women worldwide have 
experienced GBV (10). GBV is a broad issue, with multiple definitions and requiring a wide 
variety of responses. The terms “violence against women,” “intimate partner violence,” “sexual 
violence,” and “gender based violence” are often used interchangeably (11).  
The WHO and the United Nations (UN) define violence against women as “any act of 
gender-based violence that results in, or is likely to result in, physical, sexual or mental harm or 
suffering to women, including threats of such acts, coercion or arbitrary deprivation of liberty, 
whether occurring in public or in private life” (10). This paper will use this definition and the term 
“gender-based violence” rather than “violence against women.” “Gender-based violence” is more 
inclusive of lesbian, gay, bisexual, transgender, and queer people than “violence against women.” 
In addition, the definition used for this paper includes “intimate partner violence” (which is often 
used interchangeably with “gender-based violence” or “violence against women”) as well as non-
partner violence. This is because the violence against women in Zambia is not only being 
perpetrated by intimate partners. In some cases, it takes the form of transactional sex, wherein a 
man gives a woman money or gifts in exchange for sex. This is particularly an issue among young 
girls who are having sex with older men in exchange for money to pay their school fees.  
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Until the late 20th century, GBV was rarely viewed as an issue that needed to be addressed. 
This may be rooted in many societies’ history of Judeo-Christianity, Greek philosophy, and the 
Common Law, which all encourage patriarchy as a societal norm (12). While both men and women 
can experience GBV, this paper will be examining its impact on women. In 1993 the UN General 
Assembly signed the “Declaration on the Elimination of Violence Against Women.” This 
declaration identified the multitude of ways in which GBV violates a woman’s human rights as 
well as pinpointed the specific groups (minorities, refugees, and female children, among others) 
that are most at risk of experiencing GBV (13). 
Beginning in the mid-2000s, the Zambian government began taking the topics of HIV and 
GBV very seriously and is implementing programs to decrease the rates of these issues. However, 
programming up until now has focused on either HIV or GBV, not both. It is important to 
understand any connections that might exist between the two to create specific, targeted 
programming.  
2.3 CONNECTION BETWEEN HIV AND GBV 
Beginning in the late 1990s, researchers started to recognize that there might be a relationship 
between HIV/AIDS and GBV. They found that women who are in abusive relationships are at a 
higher risk of contracting HIV and women who have HIV are more likely to have experienced 
GBV than those who are not HIV positive (8, 14). In “The Intersections of HIV and Violence: 
Directions for Future Research and Interventions” Maman et al. examined multiple studies looking 
at the relationship between HIV/AIDS and GBV. This review indicated that various types of 
violence (e.g. childhood violence, intimate partner violence) put women at higher risk of 
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contracting HIV across various age groups and countries (15). The fact that these trends were seen 
in women of various backgrounds strengthens the argument that there is a relationship between 
HIV/AIDS and GBV.  
Very few studies have been conducted specifically on this intersection in Zambia. It is 
possible that Zambia shares some characteristics with other countries also experiencing high rates 
of GBV and HIV, but it is also possible that there are confounding factors, such as government 
structure, healthcare resources, and education system structure, that are impacting these issues in 
Zambia.  
2.3.1 Women and HIV/AIDS 
In 2016 women made up 51% of adults living with HIV worldwide (16). In general, women 
experience higher rates of HIV than their male counterparts for a multitude of reasons. These 
include biological, cultural, socioeconomic, behavioral, and structural factors. While statistics for 
all adults are relatively similar for men and women, young women have recently accounted for 
twice as many new HIV infections as their male peers (17).  
Biological Factors 
Biologically, women have more mucosal surface area than men, meaning they are more exposed 
to infectious pathogens and fluids during sexual intercourse with an HIV positive person (18). 
Adolescent girls are at an even higher risk of contracting HIV than adult women because they have 
more vaginal mucus and higher chances of developing vaginal inflammation, two factors which 
increase their risk (17). Previous sexually transmitted infections (STIs) increase a person’s risk of 
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contracting HIV. STIs are difficult to diagnose in women, making them a contributing factor to 
women’s risk of contracting HIV (18).  
Cultural Factors 
Cultural beliefs and practices can result in higher rates of HIV in women than in men. These can 
vary between countries, but may include traditional practices or cultural beliefs about gender 
norms and roles (18). In many patriarchal cultures, women have little control over their health 
statuses and may even be limited in their ability to seek care.  
Socioeconomic Factors 
Low socioeconomic status has been associated with an increased risk of contracting HIV (18). 
This is due to multiple factors, including “earlier sexual experience, lower condom use at last sex 
act, having multiple sex partners, increased chances that the first sex act is non-consensual, and a 
greater likelihood of having had transactional sex or physically forced sex” (18, pg. 9). 
Transactional sex, wherein someone (usually a man) pays someone else to participate in sexual 
acts, is a particularly common issue in Zambia (18). In Zambia, the issue of “sugar daddies,” 
wherein a young woman has sex with an older man in exchange for money or gifts, is an issue of 
particular importance (19). 
Behavioral Factors 
Risky sexual behaviors, such as lack of condom use and sex with multiple partners, increase the 
risk of HIV transmission for both men and women (18).  
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2.4 FACTS ABOUT ZAMBIA 
Zambia is a sub-Saharan country which borders Tanzania and the Democratic Republic of the 
Congo to the north, Mozambique to the east, Zimbabwe, Botswana, and Namibia to the south, and 
Angola to the west (Figure 1) (20).  
  
 
Figure 1: Maps of Zambia 
 
It is a former British colony known as Northern Rhodesia and gained its independence 
from the United Kingdom in 1964 (21). Its population was approximately 15,510,711 as of 2016, 
which includes over 70 different tribal groups (20). The World Bank has classified Zambia as a 
Lower Middle-Income Country (LMIC) (22). This means that Zambia’s Gross National Income is 
between $1,026 and $4,035 (23). Zambia’s primary economic sectors are agriculture and mining 
(20). 
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2.5 HIV/AIDS AND GBV IN ZAMBIA 
HIV/AIDS in Zambia 
Sub-Saharan Africa was one of the first regions to experience high rates of HIV (7). Zambia was 
quickly affected by the disease, with the first case being diagnosed in 1988 (24). The prevalence 
rate of HIV/AIDS in Zambia peaked in 1997 at 15.8% (25). The prevalence rate then decreased 
steadily until 2007, when it reached 13.6% (25). Since that time, however, improvements in the 
prevalence rate have been small, with it sitting at 12.9% in 2015 (25). 
Like many sub-Saharan African countries, Zambia experiences a high burden of disease 
from HIV/AIDS. According to the 2014 Zambian Demographic Health Survey, the prevalence rate 
for HIV among women ages 15-49 in Zambia is 15% compared to 11% for men ages 15-49 and is 
higher for women than men in every age group (Figure 2) (6). As previously described, women 
have a multitude of risk factors that increase their chances of contracting HIV. Zambia’s status as 
a LMIC with poor infrastructure exacerbates many of these risk factors. Difficulty accessing 
quality healthcare, including Anti-Retroviral Therapy (ART), which is used to treat HIV/AIDS, 
combined with societal gender expectations, beliefs, and myths are contributing to the differences 
in rates of HIV/AIDS between men and women in Zambia (26, 27).  
Cultural factors in Zambia play a significant role in these differences. For example, in 
Zambia, it is believed that a widow must be sexually “cleansed” after the death of her husband by 
having unprotected sexual intercourse with another man. Another belief is that if a HIV positive 
man has unprotected sex with a virgin he will be cured. Lastly, the practice of having “dry sex,” 
in which a woman inserts various herbs into her vagina to dry it out, is common. This practice 
leaves women at higher risk of contracting HIV because the dry vagina causes the sexual 
intercourse to be abrasive, which can result in sores and cuts in the vagina through which HIV can 
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enter (18). While research and policy are beginning to highlight the danger of these practices they 
are still common in many areas. 
 
Figure 2: HIV Prevalence in Zambia in 2015 
 
Despite improvements in the prevalence rate in Zambia, HIV/AIDS remains the number 
one cause of years of life lost (YLLs) (Figure 3) (28). The life expectancy in Zambia was estimated 
to be 52 years old in 2016, which is ranked 217th worst in the world (21). It can be presumed that 
one of the contributing factors to the low life expectancy in Zambia is the high number of YLLs 
caused by HIV/AIDS.  
In addition to contributing to the low life expectancy and high numbers of YLLs, 
HIV/AIDS is a major contributor to the number of Years of Life Lived with Disability (YLDs) 
and Disability Adjusted Life Years (DALYs) (Figure 4) (28).  YLDs are a metric used to measure 
the number of years that a person lives with a disability and DALYs measure the number of life 
years that a person loses due to death from a disability (29). 
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Figure 3: Causes of Premature Death 
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The increase in YLLs and DALYs not only impacts those individuals suffering from 
HIV/AIDS, it also has major implications for Zambian society. A decrease in the workforce due 
to disability or deaths from HIV/AIDS results in a negative ripple effect for the economy due to 
decreased numbers of skilled workers, which in turn leads to increased production costs, lower 
government revenues, and increased pressure on the social security system (30). One sector that 
has the potential to be greatly impacted by a loss of workers to HIV/AIDS is the agriculture sector. 
Agriculture is one of the primary sources of income for many Zambians. Without a sufficient 
number of physically capable laborers, the agriculture sector suffers. Not only does this influence 
those who work directly with the sector, it also has the possibility of affecting other Zambians, as 
a decrease in agriculture production will ultimately have an impact on the amount and cost of food 
available to Zambians, thus impacting their nutritional well-being (31).  
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Figure 4: Disability Adjusted Life Years  
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GBV in Zambia 
During their lifetime, 43% of Zambian women will experience GBV. Ninety-eight percent of these 
women will suffer their first abuse before the age of 24 and the abuse will most likely continue 
throughout their lives, with an average of 18% of Zambian women reporting abuse in the past 12 
months (Figure 3) (6). Women living in urban areas experience slightly higher rates of GBV 
(44.7%) than their peers in rural areas (42.3%) (6). There are disparities in the rates across the 10 
provinces in Zambia, with the highest rates seen in Northern Province (53.2%) and the lowest rates 
seen in Eastern Province (34.1%) (6). There is little evidence to explain why these differences 
exist. It is possible that certain regions have received more resources and interventions from 
international non-governmental organizations, but information to confirm this is not available.  
 
Figure 5: Percent of Zambian Experiencing GBV 
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Laws About GBV in Zambia 
In 2011 the Zambian parliament took steps towards reducing GBV in its country by passing the 
“Anti-Gender-Based Violence Act, 2011.” The law defines GBV as  
any physical, mental, social or economic abuse against a person because of that person’s 
gender, and includes… violence that results in, or is likely to result in, physical, sexual or 
psychological harm or suffering to the person, including threats of such acts, coercion or 
arbitrary deprivation of liberty, whether occurring in public or private life; and actual or 
threatened physical, mental, social or economic abuse that occurs in a domestic relationship 
(32, pg. 4). 
 
The act includes provisions meant to protect people from experiencing GBV and protect victims 
of GBV from being re-victimized (32). Not only does the act protect against physical forms of 
GBV, it also protects against “economic abuse” and “emotional, verbal, and psychological abuse” 
(32, pg. 5). Inclusion of these protections is an indication that the Government of the Republic of 
Zambia (GRZ) recognizes the complexity of GBV. The act makes provisions for victims of GBV, 
including the ability to file restraining orders against their perpetrators, free medical care, and 
emergency shelters (33). Perpetrators who violate their restraining orders are subject to up to two 
years of imprisonment (33).  
The Zambian legal system has two components: statutory and customary law. The Anti-
Gender-Based Violence Act falls under the statutory system; however, many areas of Zambia are 
still governed by the more traditional customary law, which is based on male power and gender 
inequality, making it difficult to enforce the Anti-Gender-Based Violence Act (34). Data about the 
effectiveness and utilization of the law are not available.  
A Framework for HIV and GBV in Zambia 
GBV amplifies the risk of contracting HIV in multiple ways. The socio-ecological model provides 
a helpful framework for understanding all of the levels at which this occurs (Figure 6). It is possible 
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to influence some of the mechanisms in this model through programming; however, others, such 
as biological factors, cannot be changed. 
 
Figure 6: Socio-Ecological Model of GBV's Amplification of HIV 
  
 
At the individual level, whether someone chooses to use a condom or not can influence 
their risk of contracting HIV. Both men and women have the ability to decide whether to use a 
condom during sexual intercourse; however, unequal power dynamics in a relationship can greatly 
influence a woman’s ability to insist on condom use (35). In South Africa, researchers found a 
relationship among men between a history of gender-based violence perpetration and decreased 
condom use (36). Other aspects of the individual level of the socioecological model are the 
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biological factors discussed above that increase a woman’s risk of HIV contraction. As previously 
mentioned, it is not possible to modify these factors. 
Mechanisms of the interpersonal level of the socio-ecological model are friendships, 
familial relationships, and sexual behaviors. A young person’s friendships and social networks can 
greatly influence their knowledge and beliefs about sex, relationships, and health. Fostering 
positive peer relationships between youth can have an impact on how they approach and act in 
sexual relationships. Familial relationships play important roles in modeling traits of a healthy 
relationship for a young person. If an adolescent witnesses GBV at home while growing up, they 
may be less likely to recognize it as an unhealthy relationship trait. The influences of friends and 
family on a young person’s beliefs about sex and healthy relationships are of particular importance 
in rural Zambia, where families and communities are very tightknit. Lastly, a couple’s decisions 
about sexual behaviors are at the interpersonal level; however, as previously mentioned, power 
dynamics in abusive relationships often mean that one member of the couple is primarily making 
all of the decisions. 
Community can have a large influence on GBV’s amplification of HIV. This can come 
from a community’s or society’s beliefs about gender norms. In patriarchal societies like Zambia, 
men and women both feel pressure to act in certain ways in a relationship. This generally manifests 
as the man having the majority of the decision-making power in a relationship and the woman 
being submissive to the man. A society’s or community’s beliefs about HIV/AIDS can contribute 
to GBV’s amplification of HIV as well. Myths or misinformation about how HIV is transmitted 
can lead to higher rates of GBV, which in turn lead to higher rates of HIV transmission. An 
example of this in Zambia (as mentioned previously) is the myth that if a man has HIV, he can 
have sex with a virgin and be cured. This act of having sex with a virgin is a form of violence, as 
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the girl often does not have a choice in the matter. Another mechanism at the community level is 
the media. While much of Zambia is very rural and has limited access to media, youth are still 
exposed to various messages about relationships and sex. A popular form of media in the rural 
villages in Zambia is the radio, so youth are exposed to these messages through music.  
The final level of the socio-ecological model at which GBV amplifies the risk of HIV 
transmission is at the organizational level. In Zambia, the organizational level encompasses the 
healthcare system, the school curriculum about GBV and HIV/AIDS, and the laws about GBV. 
The healthcare system plays multiple roles in GBV’s amplification of the transmission of HIV. 
The Zambian healthcare system includes community health workers (CHWs), whose job it is to 
go out into the communities and provide health education. It is common for CHWs to educate 
about HIV/AIDS; however, it is not common for them to provide information about healthy 
relationships and GBV. For many people in rural areas, the CHWs are their only source of health 
information, so if CHWs do not provide GBV education, they might not be able to recognize traits 
of healthy or unhealthy relationships. At the health clinics, a person must sign a register in order 
to receive contraception, including condoms. This introduces an element of shame for people 
wanting to use condoms as they may not be able to trust that the register will be kept confidential. 
Women who are already in abusive relationships may be less likely to even attempt condom 
negotiation if they feel shamed by their healthcare provider when attempting to acquire condoms.  
The school system in Zambia influences GBV’s amplification of HIV transmission in a 
similar way to the healthcare system. HIV/AIDS information is provided in the health classes in 
the schools (although it could be argued that the curriculum is not always comprehensive). GBV 
does not receive the same sort of attention in the curriculum as HIV/AIDS. Without knowing the 
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traits of unhealthy relationships, girls are not as able to protect themselves against contracting 
HIV/AIDS as they would be if they received a more comprehensive education. 
The last mechanism of the socio-ecological model of GBV’s amplification of HIV in 
Zambia is the legal system. As previously mentioned, there is a law in Zambia addressing GBV.  
If a woman does not feel she has legal recourse to take against an abusive partner, she may be less 
likely to take action or try to leave the relationship. The longer she stays in an abusive relationship 
the more her risk of contracting HIV increases. See Table 1 for a summary of these mechanisms.  
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Table 1: Mechanisms of the Socio-Ecological of GBV's Amplification of HIV 
 
 
Mechanism Contribution to GBV Amplification of HIV 
Individual 
Condom use 
decision 
• Condom use is an individual choice 
• GBV can result in reduced condom use 
• Reduced condom use → increased risk of HIV transmission 
Female biological 
factors 
• Girls have certain biological factors that leave them at higher risk of contracting 
HIV. 
•  Examples: friable vaginal mucosa, increased risk of vaginal inflammation in 
adolescence, vaginal tears, cervical ectopy 
Interpersonal 
Friendships or social 
networks 
• Friends and social networks can normalize GBV  
Familial 
relationships 
• Exposure to GBV as a child → increased risk of perpetrating and suffering from 
GBV  
Sexual Behaviors • GBV contributes to the practice of unhealthy sexual behaviors 
• Unequal power dynamics in relationships → decreased condom negotiation 
Community 
Beliefs about 
HIV/AIDS 
• Misinformation can influence a person’s perceived risk of HIV contraction 
 
Societal gender 
norms 
• Gender norms can influence how partners behave in a relationship,  
Organizational 
Laws about GBV • If GBV perpetrators do not face legal threats, they are less likely to change their 
behaviors.  
• If a woman does not have legal recourse to take against her abuser, she is less likely 
to report the abuse or seek out a safer environment for herself.  
School curriculum 
about HIV/AIDS 
and GBV 
• Schools can be a major source of education about HIV/AIDS and GBV 
• HIV/AIDS prevention is taught as part of the health curriculum however GBV is not 
usually addressed 
Healthcare system • GBV’s amplification of HIV transmission is affected by healthcare system in 
multpile ways 
• Women need healthcare providers to provide information about traits of healthy 
relationships, techniques for avoiding unhealthy relationships, and resources for 
leaving unhealthy relationships. 
• Difficulty acquiring or shame involved in acquisition of contraceptives decreases 
womens’ desire to use them (e.g. in Zambia, one must sign a register to receive male 
or female condoms).  
•  Community Health Workers provide education about health topics during outreach 
efforts 
• HIV is a commonly addressed topic. GBV is not commonly addressed, leading to an 
amplification of HIV as a result.  
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3.0  METHODS 
This paper is based on a search of relevant literature.  This search was conducted with guidance 
from the Public Health Informationist at the University of Pittsburgh Health Sciences Library 
System. This search was conducted between April and June 2017 in both PubMed and MeSH (see 
appendix). The search terms returned 938,722 results. The results were narrowed by reading the 
titles and abstracts. Bibliographies from relevant articles found from these searches were examined 
and relevant articles from them were also included.  
From the PubMed, MeSH terms, bibliography, and internet searches, eight articles 
reviewing programs were selected (n=8). The inclusion criteria for selecting these articles was that 
they reviewed programs that targeted HIV, GBV, or HIV and GBV together, were implemented 
in Africa, and were implemented after 1990. Articles that reviewed programs not implemented in 
Africa were reviewed for background information but were not included in the results.  
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4.0  RESULTS 
Eight articles that met the inclusion criteria were identified through the literature search. The 
programs reviewed by these articles were entitled the Zambia NOW2 Intervention, the Partner 
Project, the GE + CE Intervention, the Stepping Stones Program, the Intervention with 
Microfinance for AIDS and Gender Equity (IMAGE), The Adolescent Girls Empowerment 
Program (AGEP), The Pigs for Peace Program, as well as an unnamed pilot program. Results are 
broken down into programs addressing HIV, programs addressing GBV, and programs addressing 
both HIV and GBV. Some programs addressed “intimate partner violence” or “IPV.” They are 
included in the results as the definition of GBV used for this paper includes IPV.  
4.1 HIV 
The Zambia NOW2 Intervention was designed based on the emerging hypothesis that having both 
members of a couple participate in HIV prevention programming would be more successful than 
previous programming that targeted only individuals. The intervention took place at University 
Teaching Hospital in Lusaka, Zambia, and was implemented from 2006-2008. The intervention 
group consisted of both serodiscordant (where one member of the couple was HIV positive and 
the other was HIV negative) and seroconcordant couples (where both members of the couple were 
HIV positive). Researchers believed that the serodiscordant couples could also benefit from 
participation in the study, as observing HIV prevention methods in serodiscordant couples can 
reduce the risk of transmitting ART resistance (37).  
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Four hundred thirty-two participants (216 couples) were randomized to either individual 
programming or gender-concordant group programming. While the intervention was intended to 
reduce HIV incidence and transmission of ART resistance, researchers were also interested in 
looking at whether access to barrier methods, IPV, or communication styles influenced a couple’s 
likelihood of using protection during intercourse. Intervention sessions addressed IPV and 
introduced techniques for stress reduction (e.g. deep breathing and meditation). The study 
recognized that attempts to negotiate condom use combined with unequal power in relationships 
could result in IPV and that future interventions to address IPV could serve to reduce HIV 
transmission (37).  
Results for multiple variables were determined for this study: demographics, barrier 
method acceptability, barrier method use, conflict resolution studies, predicting use of barrier 
methods with sexual barrier acceptability, predicting use of barrier methods with willingness to 
use them, and predicting use of barrier methods from communication and violence. A decrease 
was seen in negative communication and violence, while positive communication and extreme 
violence increased after 12 months. In addition, researchers examined whether communication 
skills could predict barrier use and found that an increase in positive communication resulted in a 
decrease in barrier use (37).   
The Partner Project was another intervention that examined the sexual risk behaviors of 
seroconcordant and serodiscordant couples in Zambia. It was implemented between 2003-2006. 
This study was specifically looking at the role that men play in making decisions about sexual 
behavior in a relationship. Eighty-three couples (166 participants) participated in gender-
concordant group sessions, with all the women participating in three sessions, while some of the 
men participated in three sessions and some participated in one session. This was done to assess 
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the impact of exposing the men to more programming on the couples’ sexual risk behaviors. After 
12 months, men who participated in multiple sessions reported increased condom use compared 
to men who participated in one session, and women reported an increase in use of female condoms 
compared to baseline (38). 
4.2 GBV 
In “Changing Gender Norms and Reducing Intimate Partner Violence: Results From a Quasi-
Experimental Intervention Study With Young Men in Ethiopia,” Pulerwitz et al. examined the GE 
+ CE (Group Education and Community Engagement) intervention in Ethiopia targeting males 
ages 15-24. The intervention was implemented in 2008 and assigned 809 boys to groups that 
participated in GE and CE, just CE, or neither GE or CE. The community engagement component 
of the intervention involved having the boys participate in a march on International Father’s Day, 
music and drama skits performed for communities, and the distribution of newsletters. The group 
education curriculum involved discussions, role plays, and personal reflection (39). Results 
indicated that participants in the GE and CE expressed “increased support for gender equitable 
norms” as well as decreased rates of IPV experienced by their partners (39).  
The Pigs for Peace intervention took place in the Democratic Republic of the Congo. Eight-
hundred and thirty-three households were enrolled. Eighty-four percent of those households were 
headed by women. Participants were given female pigs as productive assets to serve as “savings 
accounts” for future difficult times. Participants “paid off” the pigs by giving two of their piglets 
to other villagers. After this, participants were to continue raising their pigs and selling them in 
order to achieve financial stability. Eighteen months after taking the baseline survey, participants 
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in the intervention group were 24.7% less likely to have outstanding loans or credit than the control 
group, had improved their subjective health statuses by 8.2% compared to the control group, 
reduced their symptoms of anxiety by 57.1% compared to the control group, and improved their 
symptoms of post-traumatic stress disorder by 5.7% compared to the control group. In addition, 
male participants in the both the intervention and control groups reported a decrease in perpetration 
of all types of violence, and female participants in both the intervention and control groups reported 
a decrease in experienced violence (40).  
4.3 HIV AND GBV 
The Stepping Stones Program was originally implemented in Uganda and has since been adapted 
and implemented in over 40 countries. The implementation in South Africa had 2,776 female and 
male participants between the ages of 15-26 (41). The program was 50 hours long and consisted 
of 13 sessions covering sexual and reproductive health, communication, love, risky sexual 
behaviors, GBV, STDs and HIV, preparing for the future, and dealing with grief and loss. The 
groups were gender concordant and conducted in 70 villages. The groups were led by facilitators 
of the same gender as the participants and slightly older age. The program did not result in a 
reduction in HIV rates. Male participants reported a reduction in GBV perpetration, however 
female participants reported increased rates of transactional sex (42). 
Another program targeting young men was implemented in Dar es Salaam, Tanzania. This 
program recruited 44 young men and eight young women from “camps” in the city, established 
areas where youth go to socialize.  The program used microfinance as a means of reducing HIV 
and GBV perpetration among male participants. While the program was intended to target young 
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men, some of the camps had female “members” who were invited to participate. Participants were 
divided into two groups, one which taught about microfinance and one which taught peer health 
leadership skills. For the microfinance group, researchers partnered with a local microfinance 
organization to teach participants “skills in business training and management” (43). The peer 
health leadership group consisted of youth who were identified by their peers as having good 
leadership potential. They received a one-week training which addressed “myths and 
misconceptions related to HIV transmission and prevention, condoms, violence and multiple 
sexual partnerships” (43). Participants reported increased support for gender-equitable norms and 
decreased rates of IPV perpetration (from 53% at baseline to 38% at follow up) (43). 
The Intervention with Microfinance for AIDS and Gender Equity (IMAGE) study in the 
Limpopo region of South Africa combined microfinance education with programming about 
gender roles, cultural beliefs, relationships, communications, domestic violence, HIV, and 
leadership skills for a total of 860 women (40 per group) between 2001 and 2005. Compared to 
control groups, these women reported a significant decrease in experiencing GBV (44). 
Additionally, young women participating in the program demonstrated increased levels of “HIV-
related communication, accessing HIV testing, and condom use” (44, pg. 2). 
The Adolescent Girls Empowerment Program (AGEP) was implemented by the Population 
Council in Zambia between 2013-2015. The program aimed to reach 10,000 adolescent girls 
between the ages of 10-19 living in all parts of Zambia. The girls were divided into three groups. 
All three groups received programming on sexual and reproductive health, nutrition, life skills, 
and financial literacy. In addition, one group received vouchers to go to a healthcare provider while 
another group received vouchers to go to a healthcare provider and had savings accounts at local 
banks set up for them (45). Researchers were interested in looking at the effect that increasing 
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access to healthcare and financial services would have on the girls (46). Final results of the project 
were not available as of June 2017. See Table 2. for a summary of all programs reviewed.  
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Table 2: Programs reviewed for results 
Program 
 
Location Target 
Population 
Sample 
Size 
Core Components Victim or 
Perpetrator 
Focused? 
Key 
Outcomes 
Zambia 
NOW2 
Program 
Lusaka, 
Zambia 
Married 
serocondordant 
and 
serodiscordant 
couples in 
Zambia 
216 men, 
216 
women  
• Sexual risk reduction 
• Consistent use of male and 
female condoms 
• Reducing sexual risk 
associated with alcohol or 
substance use 
• Conflict resolution 
• Sexual negotiation 
Effective communication 
• Antiretroviral medication 
adherence (37) 
Both • Increase in acceptability, 
willingness, and reported 
use of contraceptives after 
1 year 
 
Partners 
Project 
Lusaka, 
Zambia 
Married couples 
in Zambia 
83 men, 83 
women 
• Males’ role in couples’ 
sexual decision making (38)  
Both  • All participants increased 
contraceptive use 
• Seronegative men who 
received 3 sessions 
increased condom use at a 
higher rate than 
seronegative men who 
received 1 session. 
• Seropositive men who 
received 3 sessions 
increased condom use at 
the same rate as 
seropositive men who 
received one session. 
IMAGE 
Study 
Limpopo, 
South 
Africa 
Women living 
in rural villages 
of the Limpopo 
860 
women 
• Financial literacy and 
stability 
Victim • 55% reduction in IPV 
experienced after 2 years 
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region of South 
Africa 
• Gender and GBV: Sisters for 
Life curriculum covered 
culture, gender roles, body 
image, domestic violence, 
and gender & HIV(44) 
• No reduction in rate of 
unprotected sexual 
intercourse 
CE + GE Ethiopia Men ages 15-24 809 men • Change in gender attitudes  
• Increase in community 
dialogue(39) 
Perpetrator • Increase in gender 
equitable attitudes 
• 20% decrease in reported 
IPV experienced by partner 
AGEP Zambia Girls ages 10-
19 
 • Financial stability through 
curriculum that addressed: 
dreams, saving, earning, and 
managing money 
• Health and wellness 
knowledge through 
curriculum that addressed: 
reproductive health, GBV, 
life skills, HIV/AIDS and 
STIs, leadership skills, 
human rights, and nutrition 
(46).  
 
Victim Not available as of June 2017 
HIV and 
GBV Pilot 
Study 
Dar es 
Salaam, 
Tanzania 
Members of 
youth “camps”  
44 men, 8 
women 
• Business skills training 
• Skill building in 
communication for 
addressing myths and 
misconceptions of HIV 
transmission and prevention, 
condoms, violence and 
multiple sexual partnerships 
(43). 
Perpetrator • Increased support for 
gender-equitable norms 
• Decreased rates of IPV 
perpetration 
Table 2 Continued 
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Stepping 
Stones 
South 
Africa 
Women and 
men, ages 15-26 
1416 
women, 
1360 men 
  
• Build knowledge, risk 
awareness, and 
communication skills (41). 
Both • No reduction in HIV rates 
• Men reported reduction in 
GBV perpetration 
• Women reported 
increased rates of 
transactional sex 
Pigs for 
Peace 
Democratic 
Republic 
of Congo 
Households  833 
households 
(84% of 
which were 
headed by 
women) 
• Improve the economic, 
health and empowerment 
statuses of women (40).  
Both • Households in the 
intervention group 
decreased loans by 24.7% 
compared to control group 
• Increase in subjective 
health 
• Improvements in 
symptoms of anxiety and 
post-traumatic stress 
disorder 
• Reduction in perpetrated 
and experienced violence 
Table 2 Continued 
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5.0  DISCUSSION 
Evidence suggests that HIV and GBV rates for women are interconnected and impact each other. 
Additionally, evidence suggests that it is possible to combine the two in interventions. Successful 
interventions demonstrate that interventions targeting HIV and GBV should focus on a few 
specific topics in order to see improvements.  
The first type of successful intervention involved increasing leadership skills and self-
confidence among women. The most successful programs included programming to teach about 
microfinance, through which women gain leadership skills, self-confidence, and the ability to lead 
financially independent lives.  
The second type of programming involved intervening with boys and men. These 
interventions focused on increasing men’s awareness of GBV, what constitutes GBV, skills for 
self-control to avoid abusing their partners, the importance of using contraception, and other means 
of preventing HIV transmission. While these programs do not specifically target women and girls, 
the secondary effects of the programs are to their benefit. These type of programs present GBV 
and HIV as problems that need to be addressed by all members of a community because they have 
the potential to negatively affect all members of a community.  
The key to a successful program implementation of an intervention for both HIV and GBV 
in Zambia is to combine those parts of prior programs for either HIV or GBV with components of 
programs from other countries addressing these two issues. Some of the programs in other 
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countries targeted all adults. Because Zambia is experiencing such a sharp increase in rates of HIV 
and GBV in youth and young adults, it is most pragmatic to target the 15-24-year-old age group. 
Special considerations need to be taken when designing programming for youth and young adults 
as opposed to older adults. Of all the programs examined for this project, AGEP most closely 
resembles the ideal program to address HIV and GBV in Zambia. AGEP was aimed at improving 
the overall health of adolescent girls as opposed to just HIV and GBV prevention, but the format 
of the program would be appropriate for those topics. All of the programs reviewed have 
components that have the potential to be beneficial to use in Zambia, based on similar 
demographics and cultures.  
5.1 THE SUGGESTED PROGRAM 
The program proposed by this paper, entitled Our Health, Our Responsibility, is evidence based 
and designed to combat HIV transmission and GBV through comprehensive programming for 
adolescent girls and boys. It will be implemented simultaneously throughout the country of 
Zambia, targeting youth living in rural areas. Programming about HIV and GBV has historically 
been available primarily for youth living in urban areas, despite the fact that 59% of the population 
lives in rural areas (47). 
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Objective 
The objective of this program is to reduce rates of both HIV and GBV through programming that 
targets these issues simultaneously. Studies conducted in other countries indicate that prevention 
of HIV and GBV among youth must be innovative and multifaceted. 
Framework 
The socio-ecological model provides a useful framework for the “Our Health, Our Responsibility” 
program (Figure 6). Because the relationship between HIV/AIDS and GBV is multifaceted, it is 
advantageous to intervene at multiple levels of the socio-ecological model. On the individual level, 
the intervention focuses on girls’ self-confidence, empowerment, independence, and knowledge 
about HIV transmission, as well as boys’ knowledge about HIV transmission. On the interpersonal 
level, boys’ anger management techniques, and boys’ and girls’ ability to interact utilizing healthy 
relationship behaviors will be addressed. The last level that the intervention takes place at is at the 
community level with the girls’ microfinance projects, which will not only impact them but their 
communities as well.  
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Figure 7: Socio-Ecological Model of “Our Health, Our Responsibility” 
 
 
Intervention 
Our Health, Our Responsibility will target boys and girls, as both have roles in preventing HIV 
transmission and GBV (48). While many programs choose to either target girls or boys, it is both 
possible and ideal to target both (48). Participants will be ages 15-24 because that is the age range 
in which the rate of HIV for Zambian females increases substantially, from 4.8% between the ages 
of 15-19 to 11.2% between ages 20-24 (6). Additionally, the majority of Zambian women 
experience GBV before the age of 24 (6). Sessions for the boys’ groups will address their roles in 
Organizational
Community
Girls' microfinance projects
Interpersonal
Boys' and girls' knowledge of traits of abusive 
relationships
Boys' anger management techniques
Individual
Girls' self confidence
Boys and girls' knowledge about 
HIV/AIDS
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preventing HIV transmission (including contraceptive use), sexual and reproductive health, traits 
of healthy relationships, treating girls and women properly, and challenging gender stereotypes. 
The girls’ sessions will address improving and maintaining self-confidence, self-esteem, and self-
efficacy, traits of healthy relationships, sexual and reproductive health (including contraceptive 
use and HIV transmission), and microfinance education (including design of and support for 
income generating activities). Both the boys’ and the girls’ sessions will be culturally appropriate. 
This will be achieved by working with local community leaders as well as facilitators to determine 
the most culturally appropriate and sensitive ways in which to address the topics of the program. 
Partnerships with local microfinance non-profits as well as Grassroot Soccer, which has a long 
history of working in Zambia, will also ensure that all components of the program are culturally 
appropriate and sensitive.  
Group facilitators will be identified by speaking with village elders and leaders in villages. 
Facilitators will attend a national training in the capital city of Lusaka in order to learn the “Our 
Health, Our Responsibility” curriculum. They will then return to their villages and recruit youths 
ages 15-24. Ten villages will have both a boys and a girls group. Each group will have 10 members, 
for a total of 100 female participants and 100 male participants. Female facilitators will recruit for 
and facilitate the girls’ groups. Male facilitators will recruit for and facilitate the boys’ groups.  
Short-term outcomes of this program will be increased confidence and knowledge about 
self-efficacy, finances, and traits of unhealthy relationships for the young women and increased 
knowledge of appropriate ways to treat girls and women and traits of healthy relationships for the 
young men. Both groups will have an increased knowledge of safe sexual practices, including 
proper use of contraception and modes of HIV transmission. These outcomes will be measured six 
months after completion of the program through surveys. The mid-term outcomes are that young 
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women will continue to demonstrate increased confidence and knowledge about self-efficacy, 
finances, and traits of unhealthy relationships and young men will demonstrate increased 
knowledge of appropriate ways to treat women. Both groups will continue to demonstrate 
knowledge of proper use of contraception and HIV prevention (Table 3). These outcomes will be 
measured one year after the completion of the program through surveys. The long-term impact of 
the program for the boys will be a reduction in transmission of HIV, a reduction of GBV 
perpetration, and an increase in gender equitable attitudes. The long-term impact of the program 
for the girls will be a reduction in incidence of HIV, a reduction of experienced GBV, an increase 
in girls’ knowledge of traits of healthy relationships, an increase in girls’ self-confidence, an 
increase in girls’ knowledge of microfinance, and an increase in girls’ self-reported financial 
independence. These long-term impact outcomes will be measured three years after completion of 
the program. 
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Table 3: Logic Model for "Our Health, Our Responsibility" 
 
Our Health, Our Responsibility 
Objective: Educate both adolescent boys and girls about HIV and GBV through comprehensive programming 
 Inputs Activities Outputs Short Term Outcomes 
(Within 6 Months of Program 
Completion 
Mid Term Outcomes 
(Within 1 Year of Program 
Completion) 
Impact 
(Within 3 years of 
Program Completion) 
Bo
ys
 P
ro
gr
am
 
• Facilities for 
programs 
• Office Space 
• Office supplies 
• Funding for 
transportation 
 
• Yearly training for 
facilitators new 
facilitators 
• Yearly training for 
returning facilitators 
• 12 weekly training 
sessions for groups 
of 10 boys each at 
each site 
 
• 10 male facilitators 
trained in boys 
curriculum 
• 100 adolescent boys 
trained in 
appropriate ways to 
treat girls and 
women, sexual and 
reproductive health, 
and HIV/AIDS 
transmission 
Interpersonal 
• Boys will express increased 
knowledge of appropriate ways 
to treat girls and women.  
• Boys will demonstrate increased 
knowledge of safe sexual 
practices, including proper use 
of contraception and modes of 
HIV transmission. 
 
Interpersonal  
• Boys report increase in gender 
equitable attitudes (through 
specific measures such as 
treatment of partner, beliefs 
about gender roles, etc.).  
• Boys will report sustained 
practice of safe sexual health 
behaviors.  
 
• Reduction in transmission of 
HIV 
• Reduction of GBV 
• Increase in gender equitable 
attitudes 
 
G
irl
s P
ro
gr
am
 
• Facilities for 
programs 
• Office Space 
• Office supplies 
• Funding for 
transportation 
•  
• Yearly training for 
facilitators new 
facilitators 
• Yearly training for 
returning facilitators 
• 12 weekly training 
sessions for groups 
of 10 girls each at 
each site 
 
• 10 female 
facilitators trained in 
girls curriculum  
• 100 adolescent girls 
trained in techniques 
for improving self-
efficacy, self-
confidence, 
reproductive and 
sexual health, and 
financial 
independence 
 
Interpersonal  
• Girls will express increased self-
confidence and self-efficacy in 
interpersonal relationships. 
• Girls will express increased 
knowledge of traits of unhealthy 
relationships within first 6 
months of the program. 
• Girls will demonstrate increased 
knowledge of safe sexual 
practices, including proper use 
of contraception and modes of 
HIV transmission. 
 
Organizational 
• Girls will be able to articulate 
importance of financial 
independence.  
 
Interpersonal  
• Girls will express a continued 
increase in self-confidence and 
self-efficacy in interpersonal 
relationships. 
• Girls will express increased 
knowledge of traits of 
unhealthy relationships. 
• Girls will report sustained 
practice of safe sexual health 
behaviors.  
 
Organizational 
• Girls will sustain group 
microfinance projects.  
 
 
• Reduction in transmission of 
HIV 
• Reduction of GBV 
• Increase in girls’ knowledge of 
traits of healthy relationships 
• Increase in girls’ self 
confidence 
• Increase in girls’ knowledge of 
microfinance 
• Increase in girls’ self-reported 
financial independence 
 
 
 
External Factors: Parents’ willingness to allow their children 
to participate in the program, community support of the 
program, local and national government and traditional 
leaders’ support of the program. 
Assumptions: facilities and facilitators are available 
in the villages to conduct the program. 
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Curriculum 
The curriculum used for this program is a combination of evidence-based activities, a 
partnership with Grassroot Soccer, and partnerships with local microfinance organizations.  
The Girls’ Curriculum 
Week 1 
Activity: Ice breaker 
Description: Participants will introduce themselves by throwing a ball around a circle. When a girl 
catches the ball, she will say “My name is ___, I have the ball, I put it here (placing the ball on a 
body part such as head or knee), I pe pe ta!” (begin “dancing” by moving body part with ball in a 
circle). Others in the circle repeat after her and imitate the motion she is doing with the ball.  
Activity: Introduction to program and establishment of ground rules.  
Week 2 
Activity: Life Path game  
Description: Girls will play a board game similar to the Game of Life board game (49). They will 
be asked to make decisions that will affect their future.  
Week 3 
Activity: Microfinance activity 1 
Description: Local microfinance organization will come teach the girls about microfinance. 
Week 4 
Activity: Sexual and reproductive health (50) 
Description: Girls will be taught about sexual and reproductive health. 
Week 5 
Activity: Grassroot Soccer HIV session 1 (51) 
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Description: Grassroot Soccer will conduct a session on HIV transmission.  
Week 6 
Activity: Healthy relationships (50)  
Description: Girls will put on skits depicting healthy and unhealthy relationships. They will then 
discuss what they believe constitutes a healthy or unhealthy relationship. 
Week 7 
Activity: Gender norms card game. 
Description: Girls will be given cards with various jobs and roles written on them. Signs will be 
posted on either side of the room with the words “male/men” and “female/women” written on 
them. Girls will stand under the sign that they think aligns with the card they were given. A 
discussion about gender norms and roles will be held after that. 
Week 8 
Activity: Microfinance activity 2 
Description: Local microfinance organization will return to help girls begin to design their own 
microfinance/income generating activities.  
Week 9 
Activity: Self-confidence and body image (52) 
Description: Girls will discuss societal and cultural norms about beauty and body image, talk about 
their favorite parts of their body, and discuss ways to make themselves and others have better self-
confidence. 
Week 10 
Activity: Grassroot Soccer HIV session 2 (51) 
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Description: Grassroot Soccer will conduct a second session on HIV transmission. 
Week 11 
Activity: Microfinance activity 3 
Description: Girls will finalize their plans for implementing their microfinance projects (these can 
be done individually or in groups).  
Week 12 
Activity: Graduation 
Description: Girls will participate in a graduation ceremony recognizing their participation in the 
program. 
The Boys’ Curriculum 
Week 1 
Activity: Ice breaker 
Description: Participants will introduce themselves by throwing a ball around a circle. When a boy 
catches the ball, he will say “My name is ___, I have the ball, I put it here (placing the ball on a 
body part such as head or knee), I pe pe ta!” (begin “dancing” by moving body part with ball in a 
circle). Others in the circle repeat after him and imitate the motion he is doing with the ball.  
Activity: Introduction to program and establishment of ground rules.  
Week 2 
Activity: Grassroot Soccer HIV session 1 (51).  
Description: Grassroot Soccer will conduct a session on HIV transmission.  
Week 3 
Activity: What is GBV? card game 
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Description: Boys will be given cards with various behaviors written on them. Signs will be posted 
on either side of the room with “abusive” or “not abusive” written on them. Boys will stand under 
the sign that they believe aligns with what is written on their card. A discussion about healthy 
relationship traits will be held.  
Week 4 
Activity: Anger Management techniques session 1 (53) 
Description: Boys will discuss what makes them angry and what are healthy ways of handling that 
anger.  
Week 5 
Activity: Grassroot Soccer HIV session 2 (51) 
Description: Grassroot Soccer will conduct a second session on HIV transmission 
Week 6 
Activity: Gender norms card game (50) 
Description: Boys will be given cards with various jobs and roles written on them. Signs will be 
posted on either side of the room with the words “male/men” and “female/women” written on 
them. Boys will stand under the sign that they think aligns with the card they were given. A 
discussion about gender norms and roles will be held after that. 
Week 7 
Activity: Healthy relationships 
Description: Boys will put on skits depicting healthy and unhealthy relationships. They will then 
discuss what they believe constitutes a healthy or unhealthy relationship. 
Week 8 
Activity: Grassroot Soccer HIV session 3 (51) 
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Description: Grassroot Soccer will conduct a second session on HIV transmission. 
Week 9 
Activity: Leadership skills in GBV prevention 
Description: Boys will participate in skits depicting various scenarios of boys talking about girls 
with eachother. During a discussion they will identify tactics for talking about GBV with their 
peers.  
Week 10 
Activity: Anger management techniques session 2 (51) 
Description: Boys will be taught concrete techniques (such as breathing techniques, meditation, or 
yoga) for anger management. 
Week 11 
Activity: Grassroot Soccer session 4 (49) 
Description: Grassroot Soccer will conduct a second session on HIV transmission. 
Week 12 
Activity: Graduation 
Description: Boys will participate in a graduation ceremony recognizing their participation in the 
program. 
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Evaluation 
Evaluation of the program will be conducted six months after the completion of the program, 
twelve months after the completion of the program, and three years after the completion of the 
program (Table 3). At the beginning of the program, all participants (100 boys and 100 girls) will 
complete a survey consisting of questions from the Gender Equitable Men (GEM) Scale (for the 
boys) and the Partner Dependence Scale and the Abuse Behavior Inventory (ABI), which measures 
abuse experienced (for the girls) (54, 55). Both the boys’ and girls’ surveys will also contain 
questions about the transmission of HIV/AIDS and their HIV status, as well as questions from the 
Sexual Relationship Power Scale, the Gender Beliefs Scale, and the Gender Relations Scale (54). 
Participants will complete the same survey at six months, twelve months, and three years after the 
completion of the program.  
 
45 
6.0  CONCLUSION 
HIV/AIDS has long been recognized as an issue with public health significance. Since the 1980s 
when HIV was first discovered, it has impacted people the world over. Originally, it was thought 
that HIV/AIDS could be contracted only by MSM; however, as the disease spread and research 
became more extensive, it became clear that heterosexual men and women could also contract the 
virus (8). It also began to disproportionately affect people living in developing countries, 
particularly sub-Saharan Africa (1). By 2007, 95% of HIV infections were in developing countries, 
with approximately 66% being in sub-Saharan Africa alone (1). The combination of this virus with 
poor access to healthcare and cultural beliefs that may perpetrate its transmission has created the 
perfect storm that has resulted in the HIV epidemic that sub-Saharan Africa is suffering from in 
2017.  
Gender based violence has only recently (late 20th century) been recognized as a public 
health issue in need of attention. Women and girls across the world suffer violence both at the 
hands of partners as well as others because of their gender. Not only does GBV have immediate 
effects on a woman’s health, it can also have long-lasting negative impacts for her, which may 
result in negative impacts for her family and community (56).  
Research has indicated that there is a relationship between high rates of HIV in a population 
and high rates of GBV (57). Programs have therefore been implemented throughout sub-Saharan 
Africa to simultaneously address both of these issues. They have demonstrated success both in 
increasing knowledge among men and young boys about the negative impacts of GBV and how to 
treat women as well as increasing knowledge in women and young girls about traits of unhealthy 
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relationships and the importance of having good self-confidence, self-efficacy, and financial 
literacy.  
Zambia suffers from high rates of both HIV and GBV. Zambian women experience higher 
rates of HIV than their male counterparts (6). Rates of HIV among young Zambian women more 
than double from 4.8% to 11.2% between the ages of 19-24 (6).  Forty-two percent of Zambian 
women have experienced GBV by the age of 24 (6).  
There is a demonstrated need for comprehensive programming addressing HIV and GBV 
on a global level and specifically within Zambia. Adolescent girls are at particularly high risk of 
exposure to both of these issues and are in need of programming specifically designed for them. 
Programs have been successfully implemented in other countries addressing either HIV or GBV 
or both topics. The most successful programs have focused on reducing HIV and/or GBV through 
targeting adolescent boys, improving girls’ self-esteem, or teaching girls about microfinance. A 
similar approach should be taken in Zambia. The Zambia NOW2 Intervention and the Adolescent 
Girls Empowerment Program have both been successfully implemented in Zambia and address 
issues and populations similar to, but not specifically HIV and GBV in adolescent girls. The Our 
Health, Our Responsibility intervention takes the necessary comprehensive approach to combating 
HIV and GBV through programming for both boys and girls.  
There are limitations to this paper. Only papers written in English or translated into English 
were reviewed. Primary research was not conducted so no new data were added to the available 
data on HIV, GBV, or HIV and GBV. Some of the articles about the programs that were reviewed 
were written by the same people who designed and implemented the programs, which could 
introduce bias. Not every program that addresses HIV/AIDS, GBV or a combination of the two 
was reviewed. 
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Zambia is suffering greatly from both high rates of HIV/AIDS as well as high rates of 
GBV. These two health issues have devastating effects not only on the individuals suffering from 
them, but on their families, communities, and the Zambian population. Zambia wants to continue 
to develop and improve as a country, but these two issues will continue to hold it back from this 
goal unless addressed. Women are the heart of the Zambian family and without them, all Zambians 
would suffer. Zambian girls deserve the right to live long, healthy lives unencumbered by the 
burdens of HIV and GBV. Without comprehensive programming directed at both young women 
as well as young men, many will never be able to achieve that goal. Evidence and programs exist 
proving that it is possible to influence young men’s ideas about how to treat women and young 
women’s self-confidence, self-efficacy, and abilities to lead financially independent lives. If this 
type of programming is implemented in Zambia, the entire population can benefit.  
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APPENDIX: PUBMED SEARCHES 
1. "Spouse Abuse" OR "Battered Women" OR "Domestic Violence" OR "Intimate Partner 
Violence" AND Poverty/prevention  
2. ((rape/prevention AND control) AND ("Spouse Abuse" OR "Battered Women" OR 
"Domestic Violence" OR "Intimate Partner Violence"))  
3.  ("Spouse Abuse" OR "Battered Women" OR "Domestic Violence" OR "Intimate Partner 
Violence") AND Women's Rights  
4. "gender based violence" OR "Spouse Abuse" OR "Battered Women" OR "Domestic 
Violence" OR "Intimate Partner Violence"  
5.  Poverty/prevention & control AND developing countries AND Spouse Abuse/economics  
6. Zambia  
7. Poverty  
8. Human Immunodeficiency Virus OR Immunodeficiency Virus OR Human 
Immunodeficiency Viruses OR Human Virus OR Human Immunodeficiency Viruses OR 
Human Immunodeficiency OR "HIV"  
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